, there were 5 subdural hmematomata, an unduly high proportion. As emphasized in a recent article (Strang & Tovi 1962) , although the prognosis is poor, the early and careful investigation of patients on anticoagulant treatment who develop neurological disturbances may lead to successful operative decompression. The disturbances may range from an acute cerebral catastrophe to the insidious headache and subsequent fluctuating level of consciousness of this patient. REFERENCES Strang R R & Tovi D (1962) Brit. med. J. i, 845 Wells C E & Urrea D (1960) Arch. Neurol., Chicago 3, 553 Carcinoma of the Thyroid, Hypoparathyroidism and Cushing's Syndrome P A Lane Roberts Mch FRCS History: S P W, female, now aged 18, attended in September 1957 at the age of 13 years with leftsided supraclavicular gland enlargement of three weeks' duration. The left lobe of the thyroid gland was hard, and enlarged. Biopsy of the gland showed a metastasis of an atypical carcinoma, possibly of thyroid origin. 25.9.57: Total thyroidectomy, with block dissection of the glands of the neck. The tumour was found to be invading the trachea and the prevertebral muscles on the left side. Healing was delayed by carcinomatous involvement of the skin, and, as there was negligible uptake in the neck of 1311, deep radiotherapy was instituted. The wound healed but the induration persisted, so the patient was admitted to the Royal Marsden Hospital under the care of Professor D W Smithers. In February, March and May of 1958, three therapeutic doses of 1311 were given; the neck became soft, and has remained so since.
May 1958: While out shopping, the patient suffered an isolated epileptic convulsion, but otherwise remained well until February 1959, when, after an attack of 'influenza', she was admitted to the Royal Sussex County Hospital because of frequent fits. On admission the serum calcium was 4mg/100 ml, and the inorganic phosphates 9 3 mg/100 ml. The hypoparathyroidism was treated by Dr C Barrington Prowse with large doses of calcium and calciferol, and by June 1959 the values were within normal limits.
After this treatment the patient grew 4 inches in seven months. She was able to pass an examination in piano playing, attend an Art College, and work in a gown shop. She had a normal period in February 1960, when she was nearly 16 years old. Menstruation continued normally for a while and all went well until July 1961.
At this time she began to feel tired, complained of increased thirst and polyuria, became short of breath on exertion, and was worried by a 'veiny' appearance of the legs, and a distended abdomen.
October 1961: The patient fell while at work, and suffered pain in the chest. X-ray showed a rightsided pneumothorax, and enlargement of the glands in the left hilum. She was admitted to the Bevendean Hospital and Mr R H F Brain performed thoracoscopy, and biopsy of the pleura. He reported many small lesions on the pleura which looked like blebs, and biopsy of one of these showed fibrous tissue containing cells which closely resembled the cells of the original carcinoma. At this time her face was noted to be moon shaped, and there were linee strie on the abdomen and the legs.
December 1961: Readmitted to the Roya Marsden Hospital. On clinical examination at this time, there was a moon face, thin hair, pot belly, acne, hirsuties, purple strie on the abdomen and legs, the breasts were small, and the pubic hair scanty. There had been amenorrhaea for ten months. Biochemical investigations showed the serum electrolytes to be normal, the glucose tolerance normal, but the renal threshold to glucose to be low. Excretion of 17-ketosteroids in the urine was at the upper limit of normal, but of 17-hydroxycorticosteroids normal. Descending pyelography showed the renal pattern to be within normal limits but the dye was not well concentrated. Perirenal insufflation of air showed normal shadows of the adrenal glands. A gland was removed from the left side of the neck, and this was found to be involved in the original process. There was no significant uptake of 1311 in the neck or chest, so the patient was allowed to return home.
Since this time she has remained well. Subjectively there is an improvement in the thirst, the abdomen is less protuberant and the periods have started again, the first normal period being on 31.3.62. The hair is not so thin and the moon face is less marked. In May 1962, this was asymmetrical, being more marked on the left side than the right. The calcium balance is controlled by calcium gluconate B.P.C. 5 tablets of 650 mg three times a day, and by calciferol 25,000 units daily. The lung is well expanded, but the glands at the left hilum are larger, and there is an opacity in the left lower lobe. She takes triiodothyronine 60 ,ug daily.
Comment
The case is presented because of the unusual progress of the carcinoma of the thyroid, which occurred in a 13-year-old girl, and because of the development of the symptoms and physical signs of Cushing's syndrome after four years of the disease. The Cushing's syndrome appeared at a time when the carcinoma in the neck and chest took on a new burst of activity, and has not progressed.
The association of Cushing's syndrome and carcinomatosis has been reported some 65 times (Riggs & Sprague 1961 ). Most of these cases have been rapidly fatal, and have been cases of carcinoma of the bronchus, thymus and pancreas. There are reports of two other cases in association with carcinoma of the thyroid (Hokfelt et al. 1959 , Dyson 1959 . In spite of the preponderance of females in the series, there is a remarkable paucity of carcinoma of the breast or cervix (Thorne 1952 , Allott & Skelton 1960 , Bagshawe 1960 . Hypokalkmic alkalosis due to hyperaldosteronism has been a feature in some cases (Billinghurst et al. 1961 ) but was not found in this case or in the majority of the others.
Zollinger-Ellison Syndrome L W Lauste MD FRcs
Mr E G, aged 34 History: This patient had been subject to indigestion since 1956 when he was a transport driver. Prior to this his health had been good. In November 1958 he attended a London hospital where a diagnosis of duodenal ulcer was made and he was given medical treatment but without success. On May 23, 1960, a partial gastrectomy was performed. Immediate progress was satisfactory but five weeks later, while at a convalescent home, he developed severe abdominal pain, haematemesis and melkna. On July 9 a second gastrectomy was performed for an active gastrojejunal ulcer adherent to the transverse colon. Convalescence was troublesome and a fistula formed and later a suspected tuberculous lesion developed in the right upper lobe. Persistent abdominal pain and the abdominal fistula led to a further laparotomy with repair of the fistula on November 14, 1960. Subsequent progress was not satisfactory and he had frequent vomiting and later severe abdominal pain. In June 1961 he came to Newhaven for convalescence, but his symptoms became so severe he was admitted to the Royal Sussex County Hospital.
On examination: A pale, thin, ill-looking man with pyrexia. The abdomen was very scarred, there was a large mass in the left hypochondrium and a large right incisional hernia.
Investigations and progress: Hb 62%. W.B.C. 11,600. Fractional test meal: an extremely high acid curve. Barium meal: the findings were difficult to interpret, but there was a gastric ulcer, apparently two stomata and a rigid loop of jejunum.
The patient continued to have attacks of severe epigastric pain and vomiting and became almost hysterical during the attacks of pain. A mild pyrexia continued.
Operation (4.7.61): There were many adhesions in the upper abdomen and a large ulcer mass, 10 cm in diameter, around the stoma of an anterior, partial gastrectomy. There were large ulcers penetrating the liver, the anterior abdominal wall and the colon in two places. It was uncertain if this was one massive ulcer or a series of ulcers. The mass and the related jejunum were resected and a partial gastrectomy and vagotomy performed leaving only a small gastric stump (anterior Polya anastomosis with valve). Two tumours were found in the head of the pancreas, one 3 cm in diameter and the other 1 cm. They shelled out readily. All other organs were normal. A small remaining defect in the abdominal wall was repaired with tantalum gauze.
Histology: Section confirmed a peptic ulcer at the anastomosis with marked penetration and the gastric mucosa was greatly hypertrophied due to an increase of the parietal and chief cells. Dr R I K Elliott reported on the pancreatic tumours as follows: Two encapsulated nodules (Fig 1) attached to each other by a short length of connective tissue, oneapproximately 3 cm in diameter, the other 1 2 cm in diameter, with an aggregate weight of 16 g. The cut. surface showed whitish, moderately firm tissue with areas of cystic degeneration in the larger nodule combined with a small amount of brownish discoloration.
The pattern of both nodules is typical of an islet cell adenoma (Fig 2) showing the massed groups of rounded cells with abundant, faintly granular cytc-
